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Routine provision of nevirapine to women of unknown
serostatus: at best a temporary solution to prevent MTCT

Marie-Louise Newell!

Mother-to-child transmission (MTCT) is the dominant mode
of acquisition of HIV infection for children worldwide. The
risk of peripartum MTCT can be reduced with antiretroviral
prophylaxis given to HIV-infected women in late pregnancy
and during labour and delivery; prevention of MTCT depends
also on avoiding infections in women of childbearing age ().
Current MTCT prevention programmes do not reach many
of the women who need them, partly because the provision of
prophylaxis is conditional on the identification of HIV infec-
tion in pregnant women after voluntary HIV counselling and
testing, which may not be acceptable, feasible or of perceived
benefit (2).

Would routine provision of nevirapine to pregnant
women ensure that more MTCT is prevented than is the case
using the present targeted approaches (3)? Would routine provi-
sion mean less support for infected and uninfected women to
remain healthy? Improving support services during and after
delivery, in particular with antiretroviral treatment for infected
women with more advanced disease (1), would directly benefit
the mother and is likely to increase uptake of services. Maternal
HIV has a major direct impact (through her vital status) and
indirect impact (through MTCT) on infant and child mortality
rates (4). Support for a mother in the years following delivery

would probably reduce the risk of her dying and thus make it
less likely that her children, infected or not, die in childhood.
Could improvements to voluntary counselling and test-
ing and MTCT intervention uptake be achieved in other ways?
Involvement of the partner and family and provision of couple
or family counselling (including testing of couples together) pro-
vide a more stable and supportive environment for the mother
and child; such measures increase the likelihood that women
identified as infected accept interventions to reduce MTCT, in-
cluding appropriate infant feeding (5). To increase the number
of pregnant women being tested, and decrease stigma attached
to HIV testing, an opt-out approach — in which everyone
is tested unless someone specifically asks not to be — would
normalize HIV testing and reach more women than the cur-
rent widely used opt-in approach (6). Rapid testing with results
available the same day also increases the number of women
whose HIV infection status is known (7). Provision of voluntary
counselling and testing services outside the antenatal setting
would have the benefit of making the services more relevant
and accessible for men and women of all ages. These services
should aim to identify not only infected but also uninfected
people, and to provide appropriate support for both groups.
To achieve the targets set by the United Nations, uni-
versal provision of nevirapine to all pregnant women to reduce
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periparcum MTCT in settings with high neonatal and infant
mortality, high HIV prevalence and limited mother and child
health services (3) may be a way forward, but only as a tempo-
rary measure. There is considerable benefit to be derived from
individual voluntary counselling and testing for all women, with
appropriate and optimal support depending on the test result.
Recent evidence of the substantial effectiveness of postexposure
prophylaxis for the neonate alone using one week zidovudine
and single-dose nevirapine highlight the continued benefit of
identifying infected women even during delivery (/). Further-

Policy and Practice
Nevirapine prophylaxis for MTCT of HIV

more, a combination of short-course regimens of antiretrovirals
is substantially superior to single-dose nevirapine in reducing
MTCT, while single-dose nevirapine may impact on future
treatment options for infected women (7). Therefore, universal
prophylaxis programmes should not replace efforts to increase
voluntary counselling and testing services and to improve sup-
port for both infected and uninfected women. M

Conflicts of interest: none declared.

References

1. Antiretroviral drugs for treating pregnant women and preventing HIV
infection in infants. Geneva: World Health Organization; 2004. Available
from: http://www.who.int/hiv/pub/mtct/quidelines/en/

2. Cartoux M, Meda N, Van de Perre P, Newell ML, de Vincenzi |, Dabis F
and the Ghent International Working Group on Mother-to-Child
Transmission of HIV. Acceptability of voluntary HIV testing by pregnant
women in developing countries: an international survey. AIDS
1998;12:2489-93.

3. Sint TT, Dabis F, Kamenga C, Shaffer N, de Zoysa I. Should nevirapine be
used to prevent mother-to-child transmission of HIV among women of
unknown serostatus? Bulletin of the World Health Organization
2005;83:224-8.

Bulletin of the World Health Organization | March 2005, 83 (3)

4. Ghent IAS Group on HIV Infection in Women and Children (Newell ML,
Coovadia H, Cortina-Borja M, Rollins N, Gaillard P, Dabis F). Mortality of
infected and uninfected infants born to HIV-infected mothers in Africa: a
pooled analysis. Lancet 2004;364:1236-46.

5. Kiarie JN, Kreiss JK, Richardson BA, John-Stewart GC. Compliance with
antiretroviral regimens to prevent perinatal HIV-1 transmission in Kenya.
AIDS 2003;17:65-71.

6. De Cock KM, Mbori-Ngacha D, Marum E. Shadow on the continent: public
health and HIV/AIDS in Africa in the 21st century. Lancet 2002;360:67-72.

7. Malonza IM, Richardson BA, Kreiss JK, Bwayo JJ, John-Stewart GC. The
effect of rapid HIV-1 testing on uptake of perinatal HIV-1 interventions: a
randomized clinical trial. AIDS 2003;17:113-8.

229



